This scoping review explored: (i) the role of unregulated care providers in the healthcare system; (ii) their potential role on interprofessional teams; (iii) the impact of unregulated care provider's role on quality of care and patient safety; and (iv) education and employment standards.
| INTRODUC TI ON
The global population is aging at an unprecedented rate for the first time in the history and older adults aged 65 and over are the highest growing group in many countries (Wan, Goodkind, & Kowal, 2016) . Many older adults worldwide with chronic conditions require assistance with Activities of Daily Livings (ADLs) such as bathing, dressing, feeding and toileting (Berta, Laporte, Deber, Baumann, & Gamble, 2013; Lum, Sladek, Ying, & Payne, 2010) . In Canada, personal support including ADLs is often provided by unregulated care providers (UCPs) in both residential long-term and homecare settings.
UCPs provide up to 80% of direct care to older adults, yet they are an understudied and underrepresented workforce in the literature (Ginsburg et al., 2016; Kortes-Miller, Jones-Bonofiglio, Hendrickson, & Kelley, 2015) . UCPs have different job titles such as healthcare aides, nurses' aides, personal support workers or nursing assistants. They are not regulated, and their role is not recognised as a profession (Berta et al., 2013) . The exact size of this workforce is unknown at a national level; however, some information is available at a provincial level. It is estimated that approximately 100,000 and 44,000 UCPs provide care in Ontario and British Columbia, respectively (Berta et al., 2013; Foerster & Murtagh, 2013) . Information for this workforce on demographic characteristics, training and preparation is also limited. A recent study reported that this workforce is predominantly (>90%) female and that over half of the participants in the study were foreign-born and did not speak English as their first language (Estabrooks, Squires, Carleton, Cummings, & Norton, 2015) .
As the care needs of an aging population have become increasingly complex, the role and training of UCPS have also evolved. Up until the 1980s, direct patient care was predominantly delivered by Registered Nurses (RNs) and Licensed Practical Nurses (LPNs), with UCPs only providing supportive assistance as "orderlies" and "porters" (Canadian Nurses Association, 2005) . With nursing shortages and economic pressures, the role of UCPs changed from providing a supportive role to providing care directly to patients (Canadian Nurses Association, 2005) . Studies have also reported a trend where UCPs, in addition to providing assistance with ADLs, are performing complex tasks previously performed by regulated healthcare professionals such as Registered Practical Nurse (RPNs) and LPNs (Berta et al., 2013; Ersek, Kraybill, & Hansberry, 1999) .
While recent studies Hewko et al., 2015) have attempted to understand more about this workforce, no comprehensive overview exists about their work activities, education standards, employment requirements and their role in the healthcare system and specifically within an interprofessional context. With growing pressures to find cost savings in care delivery, it is likely that the role of UCPs will continue to expand.
| ME THODS
Our objective was to provide a complete in-depth overview of The design of this scoping review followed the process outlined by Arksey and O'Malley (2005) and Levac et al. (2010) . The initial protocol was developed and used to outline the proposed study.
Refer to the additional file for the research proposal. The inclusion and exclusion criteria were established with the Canadian context in mind. Refer to Table 1 for a complete list of inclusion and exclusion criteria.
The search strategy was developed in consultation with a health sciences librarian and focused on sources from peer-reviewed online bibliographic databases (Medline, CINAHL, Scopus) and grey litera- Implications for practice: This study highlights the evolving role of unregulated care providers in Canada and presents a set of recommendations for implementation at micro, meso, and macro policy levels.
K E Y W O R D S
Canada, healthcare aides, home and community care, long-term care, personal support workers, scoping review then selected for a full review. Publication in a peer-reviewed journal was used as a proxy for quality appraisal of peer-reviewed papers.
Disagreements between the two reviewers were resolved through team discussions. Information from the selected studies was extracted into a data-charting tool that included categories of author(s), year, location, care settings, study design and key findings (Table 2) .
Peer-reviewed studies were categorised based on their study design, whereas studies from the grey literature were categorised as institutional reports, government reports or environmental scans.
Thematic analysis was performed using the directed content analysis which allows key concepts from the research questions to be used as the initial coding categories (Hsieh & Shannon, 2005) . Therefore, text from the studies relevant to the research questions was highlighted using the predetermined categories of (i) scope of work and role of UCPs, (ii) potential role of UCPs on interprofessional teams, (iii) patient safety and quality of care and (iv) education and employment standards. Information on the different activities of UCPs and education standards was organised in a table format.
Key concepts and past research guided the discussion of findings. Results were discussed during the consultation phase with the research team including study limitations, future research implications, policy and recommendations.
| RE SULTS
The search strategy resulted in a total of 1,113 records, of which 63 studies were included in the final review. Refer to Figure 1 for a flow chart of studies in the scoping review process. Of the 63 studies, 25 (39.6%) were qualitative studies, nine (15.8%) were institutional reports, seven (11.1%) were government reports, and 18 (28.5%) were in the other category. Many of the publications were from Ontario (20; 31.7%) or the Prairie Provinces (15, 23.8%). In terms of care settings, twenty (31.7%) focused on long-term care and eighteen (28.5%) on home and community care settings (including Retirement Homes and Supportive Housing). Johnson & Noel, 2007; Knopp-Sihota, Niehaus, Squires, Norton, & Estabrooks, 2015; Ontario Personal Support Workers Association, 2016; Sullivan & Sharpe, 2005; Suter et al., 2014; Zeytinoglu, Denton, Brookman, & Plenderleith, 2014) .
| Scope of work and role of UCPs
In response to the growing complexity of the ageing population and associated healthcare costs, the role of UCPs is evolving beyond basic personal care. Tasks previously performed by registered healthcare professionals have shifted or been assigned to UCPs Qualitative study Acute care -Participation of care aides in acute care has increased over the last 5 years -They are primarily responsible for physical tasks (e.g., bathing patients) -There is a lack of communication between care aides and nurses about job-related challenges and patient issues -Care aides can potentially offer more assistance if they can participate in conversations about patient care 15. Estabrooks et al.
Mixed methods Residential long-term-care -Optimising modifiable factors in the nursing home such as care aides participate in preparing shift reports, resident and family meetings could improve the use of best practice among care aides can enhance best practice
Estabrooks et al. (2015)
Cross-sectional survey Residential long-term-care -Province, owner-operator model and facility size were associated with educational attainment -Most of these factors are modifiable and can improve the quality of care 17.
Gibson et al. (2009)
Qualitative study Homecare -Consumer-directed assistance was designed to protect patients from mistreatment; however, it may lead to substandard care as PSWs may only do what is asked by their patients rather than focusing on the broader aspects of the care 18.
Giosa et al. (2015)
Mixed methods Homecare -The following factors had a favourable influence on evidence-based rehabilitation and community re-integration for personal support workers (PSWs) for stroke care: Observe (O)-closely observe the health status of their patient and daily developments in their stroke management Coach (C)-encourage patients by communicating progress made in the rehabilitation journey or provide encouragement and emotional support to survivors and their families Assist (A)-can play a critical role in the stroke care by helping patients and their families with the implementation of the care plans and assist patients with (instrumental) ADL Report (R)-PSWs can play a critical role in documenting patient progress or lack of progress, and communicating such information with the care team -Healthcare aides (HCAs) often lack formal training. Therefore, skills assessment and upgrading knowledge is ongoing -Low wages are forcing HCAs to seek outside employment
21.
Government of British Columbia (2010) Grey literatureGovernment report
Community care, long-term care and hospital -Care aides should be encouraged to take leadership roles whenever appropriate, participate in training opportunities and collaborative work, and value their role and contributions -Given the changing landscape in providing care, a systematic approach should be taken to introduce new roles or to reconfigure the skill mix -Change management "requires planning, time and energy" p. 62
22.
Government of British Columbia (2014) Grey literatureGovernment report
Homecare, community care and acute care
-The role of healthcare assistants (HCAs) has grown, and they are an integral and valued member of the care team -HCAs work in a variety of settings such as "acute care, residential, home and community settings" p. 5 -HCAs assist and support their patients to do ADL and promote health, communicate the status and needs of the patient to the care team and patient's family, and treat patients and their family with dignity, in an ethical, responsible and accountable manner -The BC educational core competency programme for HCAs is organised into six categories (i.e., "1. Health and Caring, 2. Plan of Care, 3. Communication, 4. Interdisciplinary Team Care, 5. Safety, 6. Responsibility, Accountability and Ethical Behaviour", p. 6)
23.

Government of British Columbia (2015)
Grey literatureGovernment report
Homecare, community care and acute care -Healthcare assistants (HCAs) are not a licensed profession, and their role is not legally defined -Clarity of role and responsibility is essential as they are an integral part of the interprofessional healthcare team -The BC provincial curriculum guide was developed to standardise the educational requirement of HCAs for entry to the profession 24.
Government of Nova Scotia (2009)
Grey literatureGovernment report
Homecare, long-term care and acute care -Continuing Care Assistants (CCAs) are responsible for: Patient care-Providing patient-centred care in a "safe, competent, and ethical care" p. 10 that takes into consideration patients' "physiological, psychological, social, cultural, and spiritual needs" p. 10 Communication-Communicating patients' status and needs using a variety of medium while maintaining confidentiality Health promotion-Educating patients on healthy lifestyle choices and disease prevention Collaboration-Working within the interprofessional healthcare team to provide "safe, competent and ethical care" p. 11 to patients 25. Guay et al. (2013) Qualitative study Homecare -Further training to gain additional knowledge about bathing equipment would help home health aides (HHAs) at work -Involvement in selecting bathing equipment may enhance the recognition of the work done by HHAs -HHAs involvement in selecting bathing equipment goes beyond their task's boundaries -HHA's work lacks recognition; hence, acknowledging their contribution will provide them support and encouragement -Healthcare aides (HCAs) are female with high school or less education --HCAs encounter lack of role clarity regarding duties to be performed and level of autonomy at work -HCAs are more vulnerable to work-related injuries 32. (Johnson & Noel, 2007) Qualitative study Homecare -Home support workers (HSWs) play a critical role to assist seniors in Nova Scotia's healthcare system -HSWs have college/university and high school education, 40% and 60%, respectively, indicating variation in educational attainment at the time of employment -Health promotion trends indicate growing need for home support workers in the future -There is a lack of understanding of their ability to promote health among seniors
Qualitative study Residential long-term care -Hospice visits by personal support workers (PSWs) will help in capacity-building in long-term cares to deliver quality palliative care -Team collaboration which included PSWs will lead to a strong sense of engagement during resident care rounds -Lack of perceived hierarchy-based relationships within the team by PSWs, and recognising the importance of their role in caring for dying residents, motivated them 34. Keefe et al. (2010) Literature review Homecare -Human resource factors affecting home support workers' recruitment and retention are "compensation, education and training, quality assurance, and working conditions" p. 23 -Employers may consider these factors in hiring and retaining a skilled workforce 
Cross-sectional Residential long-term-care -Majority of healthcare aides (86%) reported being rushed at work and 75% were not able to attend to at least one task in their last shift -Tasks most often not completed were talking with residents (52%) and helping them with mobility (51%) -Factors associated with being rushed at work and missed care were as follows: "younger age; less experience; working day shift; structural factors such as smaller, publicly operated facilities in rural locations" p. 2819; "care aide job satisfaction, and burn out and personal well-being (specifically poorer quality of physical and mental health)" p. Qualitative study Homecare -Relationships between home support workers (HSWs) and family caregivers were influenced by care planning and empathy -Informational (e.g., patient's schedule and preference) and instrumental support (e.g., buy supplies in advance) provided by family caregivers lead to a positive work experience -Creating additional workload (e.g., tasks not about the patient) and lack of respect for the work done by home support workers lead to a negative work experience 54. Slaughter & Estabrooks. (2013) Experimental study Residential long-term-care
-Sit-to-stand activity helped residents with dementia maintain mobility and slowed functional decline
Experimental study Residential long-term care
-Simple intervention such as sit-to-stand activity by healthcare aides (HCAs) can slow decline in mobility and function in nursing home residents with dementia -HCAs are usually not included in resident care planning
56.
Sullivan, & Sharpe.
Qualitative study Residential long-term care -Co-operation of special care aides (SCAs) can contribute to the success of therapeutic recreational programmes in long-term care; for example, if SCAs fail to provide personalised care to residents immediately after a meal they may miss a recreational programme because they are using the restroom -SCAs working in long-term care should be educated by recreation staff on health benefits of therapeutic recreation among older adults; this will help them to understand the influence of recreational activities on quality of life and resident care 57. Suter et al. (2014) Case study Complex continuing care hospitals -Healthcare aides (HCAs) roles and responsibilities vary significantly across facilities where they provide care -In one facility, they may chart residents progress, take notes to stay abreast with the changing health status of residents, administer medications and participate in meetings to plan for resident's personalised care -In contrast, at another facility, their role is limited to traditional ADL such as toileting, bathing and feeding, as well as serving meals and doing laundry -HCAs are not called for input in customising resident's care planning 58. Tayab & Narushima.
Case study Residential long-term-care -Lack of collaboration between personal support workers (PSWs) and social workers or other members of the team -PSWs may require more education and training to gain cultural competency which has potential to improve quality of care
Vincent et al. (2016)
Cross-sectional study (Johnson & Noel, 2007) and providing emotional support to patients (Berta et al., 2013; Giosa, Holyoke, Bender, Tudge, & Gifford, 2015; Kortes-Miller et al., 2015; Waskiewich, Funk, & Stajduhar, 2012) . According to Guay et al. (2013) , many agencies in Quebec have gradually started to involve UCPs in selecting bath equipment for community patients with bathing difficulties, a role traditionally played by Occupational Therapists (OTs). The provincial regulatory board for OTs in Quebec has also promoted this role overlap and has asked OTs to provide support and training to UCPs in this practice. A study in Alberta examined the effects of sit-tostand activity on the mobility and quality of life of long-term care residents with dementia (Slaughter et al., 2015 
Qualitative study Homecare -Task shifting policies improved job satisfaction, knowledge, self-esteem and gave them a sense of purpose, made them feel valued team member -Inadequate compensation may discourage unregulated workers to stay on the job TA B L E 2 (Continued) UCP role in diabetes management (Vincent et al., 2016) , health promotion (Johnson & Noel, 2007) , therapeutic recreational programmes (Sullivan & Sharpe, 2005) , physical mobility (Slaughter & Estabrooks, 2013) and palliative care (Kaasalainen, Brazil, & Kelley, 2014) . Table 3 
| The potential role of UCPs on an interprofessional healthcare team
The scoping review demonstrates a perceived lack of respect for the role of UCPs by other healthcare providers and a lack of authority for decision-making in patient care. This theme was consistent across Canada, with studies from British Columbia (Reimer-Kirkham, Sawatzky, Roberts, Cochrane, & Stajduhar, 2016) , Alberta (Dahlke & Baumbusch, 2015; White, Jackson, Besner, & Norris, 2015) , Ontario (Giosa et al., 2015; Heckman et al., 2016; Kaasalainen et al., 2014; Kontos, Miller, & Mitchell, 2010; McGilton, Guruge, Librado, Bloch, & Boscart, 2008; Tayab & Narushima, 2015; Wagner et al., 2014; Zeytinoglu et al., 2014) and New Brunswick (McCloskey, Donovan, Stewart, & Donovan, 2015; Rheaume, 2003) reporting minimal UCP contribution to interprofessional care teams and highlighting important challenges. Such challenges included vertical power hierarchies within the teams (Heckman et al., 2016; McGilton et al., 2008) , isolation from teams or lack of communication and collaboration between UCPs and other members of the team (Dahlke & Baumbusch, 2015; Heckman et al., 2016; Tayab & Narushima, 2015) , lack of role clarity and perceived differences in knowledge among team members (Heckman et al., 2016; Reimer-Kirkham et al., 2016 ) and a limited role in documentation in patient charts (Kontos et al., 2010; McCloskey et al., 2015; White et al., 2015) . Such challenges lead to a lack of confidence among UCPs as they provide care for patients (ReimerKirkham et al., 2016) . • Bowel Care (assisting person with using a suppository or enema)
• Ostomy Care (emptying and changing ostomy bags)
• Tube feeding (adding formula to a feeding pump or bag)
• Ventilator and tracheostomy care (cleaning around the stoma/cannula or suctioning a tracheostomy)
• Wound care (change in dressing based on wound type and complexity)
• Catheterisation (insertion an instrument into a body cavity)
• Care or procedure under the dermis • Any tasks or skill needing a physician's prescription • Basic chest (lung) auscultation with a stethoscope • Hearing aid care
• Visual impairment (performing visual assistance tasks)
• Physical exercise (e.g. The study found that UCPs contributed to team huddles by providing valuable information such as patients' likes and dislikes and preferences for therapeutic recreation and toileting, enabling the team to provide safer and more comprehensive care (Wagner et al., 2014) .
A study of the UCP role in stroke care found that when appropriately trained, UCPs can actively contribute in a team environment for stroke survivors by "observing vital information about patients in their homes, coaching patients to follow care plans, assisting to implement recommendations made by other care providers, and reporting patient progress, challenges, needs, and preferences to the healthcare team" (Giosa et al., 2015, p. 1) .
The Observe, Coach, Assist and Report (OCAR) framework can be used as a guide for teams to learn how the role of UCP can be optimised when interacting with stroke survivors (Giosa et al., 2015) .
These data illustrate how UCPs can contribute to interprofessional team function and patient care when provided the opportunity.
However, the potential full scope of their role on interprofessional teams remains largely unexplored, in contrast to their evolving role in performing complex medical tasks.
| Impact on patient safety and quality of care
Inadequate training, supervision and staffing resources are challenges faced by UCPs, with potential implications on patient safety and quality of care. UCPs have reported a lack of comfort in performing tasks that they believe should be performed by regulated workers, such as administering medications (Kaasalainen et al., 2014) , narcotics, pain patches and insulin injections (Online Personal Support Worker Resource Centre, 2014) . These delegated tasks and procedures may need to revert to RNs should a patient's condition change, but UCPs are often not equipped with the adequate knowledge, training or skills to recognise such circumstances, nor how to evaluate other contraindications to the treatment, putting patients at risk (Health Professions Regulatory Advisory Council, 2005) .
Although regulated professionals are required to specifically train a UCP each time a task is delegated, they may not be aware of how to tailor this training to the education background or competencies of that UCP (Canadian Nurses Association, 2005) . The problem is further heightened by limited nursing supervision due to insufficient staffing (Waskiewich et al., 2012) . Lack of relevant training and professional development to support the expansion of UCP roles have been reported (Berta et al., 2013; Brooks, Gibson, & DeMatteo, 2008; Heckman et al., 2016; Sharman et al., 2008) . Lack of standardisation in training means that UCPs may not receive up-to-date information and skills required to perform delegated tasks (Keefe, Knight, Martin-Matthews, & Legare, 2011) . For example, Brooks et al. (2008) found that UCPs had limited training and experience in working with patients requiring mechanical ventilation, despite participating in their care. Clearly, inadequate training in this setting can increase the risk of harm to patients who are ventilator users (Brooks et al., 2008) .
Insufficient UCP human resources is another factor that can influence the quality of care provided by UCPs (Aubry, Etheridge, & Couturier, 2013; Brooks et al., 2008; Gibson et al., 2009; KnoppSihota et al., 2015; Rheaume, 2003) . Such workforce issues result in UCPs unable to spend enough time with patients and families (Mallidou, Cummings, Schalm, & Estabrooks, 2013; Tayab & Narushima, 2015) . One study reported that 86% of UCPs felt rushed and 75% omitted at least one task as a result of insufficient time (Knopp-Sihota et al., 2015) . Fewer full-time positions and more casual or on-call positions with lower wages, as well as unpredictable scheduling, create difficulty for UCPs to develop and manage ongoing relationships with patients (Sharman, 2014) , and prevent them from learning or implementing new skills in their busy work routine (Tayab & Narushima, 2015) . Thus, existing care setting workflows prevent workers from building strong relationships with patients as they are rushing to complete routine activities, thus negatively impacting the quality of care (Aubry et al., 2013) .
| Education and employment standards
Education programmes for UCPs are offered by public and private institutions, including online programmes (Kelly & Bourgeault, 2015) .
Continuing education programmes are also offered through school boards in some provinces, such as Ontario. On-site training can also be provided by some employers (Kelly & Bourgeault, 2015) . There Educational requirements are often set and enforced by employers, which are mostly residential LTC organisations or homecare agencies. While most jurisdictions require some level of formal training to gain entry into the workforce (Keefe et al., 2011) , requirements vary across the country and from sector to sector (Canadian Nurses (Kelly & Bourgeault, 2015) . The Long-Term Care Act (2007) governs publicly funded LTC homes and requires PSWs to meet one of the three programme standards, or the new provincial standard, and have at least 3 years of employment experience (Kelly & Bourgeault, 2015) .
The Retirement Home Act (2010) includes private retirement homes and requires employers to evaluate various educational credentials and provide on-site training if needed (Kelly & Bourgeault, 2015) .
Significant variability exists across Canada on the training of
UCPs. In the absence of national education standards, some provincial curricula have attempted to fill the gaps, but variations remain as education is delivered through several different public and private institutions. Not all jurisdictions require an entry examination or skills assessments before entering the workforce. Educational requirements are often set and enforced by individual employers.
Refer to Table 4 for a summarised comparison of education standards for each province and territory in Canada.
| D ISCUSS I ON
While this study focused on the Canadian context, we recognise the existence of a growing body of international literature in this field. It is beyond the scope of this study to provide a comprehensive review of international studies, and cultural and health system differences make comparisons difficult. We nonetheless note a few studies that have described similar findings in other countries. For example, Palese, Oliverio, Girardo, Fabbro, and Saiani (2004) have described the challenges of foreign women providing care for older people in
Italy. Abimbola et al. (2016) have analysed the work of community health committees to limit the role of UCPs without formal training.
Unregulated care providers are assuming greater roles as the "arms and legs" of patients (Gibson et al., 2009, p. 322) and the "eyes and ears" of other healthcare professionals (Kaasalainen et al., 2014, p. 152 ) and need to be recognised as an essential workforce component of a sustainable and effective healthcare system that meets the needs and goals of individuals in our aging population. This scoping review has identified several important themes. UCPs do not have a clearly defined scope of practice or professional standards. The role of UCPs has expanded over time to the provision of additional care activities previously performed by regulated professionals, but gaps exist in the support for UCPs in their evolving roles. Such gaps not only create workforce challenges but potentially threaten patient safety and quality of care. On the other hand, task shifting policies or expanding the traditional role of UCPs can lead to increased job satisfaction, knowledge, role recognition and respect providing a sense of purpose and increased self-esteem for UCPs (Zeytinoglu et al., 2014) . UCPs have also the potential to play a role in health promotion, falls prevention and improved nutrition and physical activity (Johnson & Noel, 2007 (Sharman et al., 2008) . Also, it is unclear how well the skills for tasks delegated or assigned by RNs are covered in these programmes or taught as core competencies. Currently, there is no mechanism to ensure curriculum standards are being followed due to lack of entry requirements (e.g., standardised examinations) in Canadian jurisdictions (Quebec, New Brunswick). We also note that the study was limited to studies and reports from 2000 on;
however, we feel that earlier studies would be unlikely to reflect current policy and practice.
| CON CLUS ION
For a workforce that provides up to 80% of direct care in the community and long-term care settings, inconsistent education and employment standards, an evolving role and assuring quality of care, are serious and challenging policy issues. We outline a set of recommendations that could be implemented at micro (clinical), meso (institutional) and macro (policy) levels: Micro 1. Promote and support the role of UCPs on healthcare teamsframeworks such as OCAR could be used in these efforts.
Meso
2.
Ensure that employers provide an environment where regulated workers have sufficient time to teach delegated tasks to UCPs, and leverage the use of technology to provide supervision to workers who perform these tasks in patient homes.
Macro
3.
Close the gap for education standards, particularly in curricula and core competencies between public and private colleges, within and across provinces, with appropriate audit mechanisms.
Where possible, delegated tasks performed by UCPs should be included in training programmes.
4.
Reduce variations in employment standards relating to wages and benefits, workforce entry requirements, and on-site and interprofessional training, between the community and LTC sectors.
5.
To create more awareness and understanding of the role of unregulated care providers, standard job titles and descriptions are required across all Canadian jurisdictions. Efforts are required to provide better educate patients and other healthcare professionals about the role of UCPs-a national recognition day could be part of these efforts.
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AUTH O R CO NTR I B UTI O N S
• The research explores the current and potential role of UCPs and highlights issues with role recognition, gaps in education, employment standards and practices that may risk patient safety.
• The evolving role of UCPs on healthcare teams should be recognised, and efforts made to improve education and training on medical tasks delegated to UCPs by nurses and other regulated professionals.
• The findings highlight the need to address current gaps in education and employment standards for UCPs as well as the need to explore the potential role of UCPs within healthcare teams.
